MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE Y
DO NOT WRITE NDED Registration. District No. ___-,_____31‘i3._}‘nmlry Registrption District No. =" _"__.________Reglatrar's No.

ON THIS STUB —FHCELIMAY ——
1. PLACE OF DEATH 2. IIWAI.VRESIDENCE (Whare decessed Iivad.- [} inxmuﬁom Residance before|
a. COUNTY .a. STATE MO ; - - b CO!JNTY" ~St.LauiB admission)

“ —
ar e

V5 300
Rev. 4/59

b. CITY. {If outside corporate limits, give TOWNSHIP only} Length of stey in b c. COITRY tnaide Limits
s . versity-Ci
W __St. Louis, Mo, ovy0 gras ow  JFoiversity City Yes §g No I

c. FULL NAME OF Hf NOT in haspltal, give location) Irside Limits d. STREET . (If outside, give location) Reside on Farm

SPITAL O ADDRESS
_ WeTruTion. St, Louis State Hospital Yed{] No[d ,;;7,_%@!:5?% Yes.O NoX

3. NAME OF DECEASED First Middle Laat 4 DATE Month Day Year
or print .
yRe o JENNIE COOPER DEATH April 18, 1963
5. SEX 8. COLOR OR RACE 7. Married [1  Never Married [1 [0. DATE OF BIRTH | 9- AGE {lest birthday} |IF UNDER 1 YEAR
Female White Widowed (] Divoreed & | 61888 7L Mocths | Ders

702, USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [Cify snd siate or country) | 12. CITIZEN OF WHAT COI

- during m of waeki life, mwan if retired) . .

Fo e aEus Bt s {Te Russia Russia
13a. FATHER'S NAME 136, MOTHER'S MATDEN NAME 4. NAME OF HUSBAND OR WIFE

DATE AMENDED

24006

Sidney Sobelman Sarah

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. |17, IHFOIMAN‘I' Addrass

(Yes, no, or unknown) | (If yes, give war or dates of servi aw . 619
No St .Sj:_, S aJ!J' o.sig‘h. neco

18. CAUSE OF DEATH (Enter orly one cause per lina INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE (o) Septicemic, organism unknown 3 weeks

LR

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

DOCUMENT

Conditions, if any, DUE TO (b) Decubitus ulcers
which gave rise to N
asbove cause (a), . . —

the under- . . . -
Iying” cate. s,  DUETO () Senile brain disease . ﬂ /S X

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal ‘PART 1), if deceased waz  fomale’ wal
disease condition given in PART 1 (a} theré a pregnancy. in last 90 days!

[Oves | Mo | O unkno

19.. WAS AUTOPSY 20.. ACCIDENT. SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART 1l of itam 18.)
PERFORMED? - . ‘g -0 :
YES D] NOREF |- SIS
20c, TIME OF Hour Manth, Day, Year
T UINJURY a.m,
- p.m.

20d. INJURY OCCURRED #e. PLACE OF INJURY {e.g;; in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bidg., ete.}
NOT WHILE AT WORK [J

21. | attended the d d from 127 "qh to__h:l:Land last saw_nf;.lliv- on }1 =] B-F-'l

-D“m occurred at__- : 9:30 Ai M. m an the date staled above, and to ﬂn beat of my knowledge, from the ‘causes stated.

22s. SlGHATURElsA!r e‘ /6 . 22;:00;5 M a 7 4— f:-iAB'I'iZC;NE

Z3s. BURIAL, CREMATION, | 23b. DATE "~ - 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION -{City, town, or-cqunty) - - {State)

REMOVAL {8 ify) .
L {Speci
{ 5.‘ p"l‘-

L J
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, ‘?sl

Boxper Memorial Mc Pherson Ave. AER- 19 1963"

MEDICAL éERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY ICENSED EMBALMER
- ] .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by

Student Embalmer No.
working under my personal supervision.

Student

Signature of Studen? Embalmer

Licensed Embalmer No %‘?4,7

. | P. O. Address

- — .

Nofe: The al;d\_fe MUST BE SIGNED BY THE LICENSED EMBALMER-in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds-for revocation of license). . T

If embalmed by a STUDENT, he also shall 5|gn in.his OWN handwrmng
If this body is not embalmed fact should be so staied above,

-

,\-\_ S ;




